plan formularies and preferred drug lists, Medicaid state plan amendments, and relevant regulations and laws. § Analysts searched for mentions of the nine cessation treatments using search functions on state Medicaid websites and other relevant state-sponsored websites and the Google search engine. The American Lung Association contacted personnel from state Medicaid agencies, state health departments, or other state government agencies to give them the opportunity to verify the information collected and to retrieve missing documents and reconcile discrepancies.
As of June 30, 2017, 10 states (California, Connecticut, Indiana, Maine, Massachusetts, Minnesota, Missouri, New York, Ohio, and Vermont) covered all nine cessation treatments for all Medicaid enrollees, an increase from nine states in June 2015 (Table 1) (Table 2 ). Three states (California, Missouri, and New York) achieved this level of coverage during the study period. Conversely, North Dakota and Pennsylvania, which covered all nine cessation treatments in June 2015, no longer did so in June 2017. ¶ As of June 30, 2017, nine of the 10 states that covered all cessation treatments had barriers in place for some treatments (Table 3) ; the remaining state, Missouri, has removed all barriers examined in this study. Two additional states (Kentucky and South Carolina) achieved comprehensive coverage effective July 1, 2017, after conclusion of the study period; Kentucky also removed all barriers to accessing the nine cessation treatments.* (Table 1) . During July 1, 2015-June 30, 2017, 13 states removed copayments for cessation treatments for at least some Medicaid enrollees, and the number of states that do not require copayments for any cessation treatment for any Medicaid enrollees increased from 16 to 27 states. As of June 30, 2017, the most common barriers were limits on duration (with 41 states reporting this barrier for at least certain populations or plans), prior authorization requirements (38 states), annual limits on quit attempts (34 states), and required copayments (24 states) ( Table 3) . 
Discussion
Some progress occurred in state Medicaid coverage of proven tobacco cessation treatments during July 2015-June 2017, with the number of states covering all nine cessation treatments for all traditional (i.e., nonexpansion) Medicaid enrollees increasing from nine to 10 and the number of states covering all seven FDA-approved cessation medications increasing from 30 to 32. However, coverage still falls substantially short of the Healthy People 2020 objective of comprehensive cessation coverage in all 50 states and DC. † † Moreover, as of June 2017, all but one state retained barriers that make it more difficult for Medicaid enrollees to access cessation treatments. Removing these barriers would be expected to increase access to and use of cessation treatments (3, 6) . Comprehensive Medicaid tobacco cessation coverage with minimal barriers can help more Medicaid enrollees quit smoking, resulting in improved health and potentially reducing smoking-attributable Medicaid expenditures (5-7). Total count  Yes  24  16  23  22  10  9  11  11  26  27  26  24  1  0  No  16  27  11  13  30  35  31  32  12  10  14  17  46  49  V  10  8  16  16  10  7  8  8  12  14  10  10 The increase in the number of states covering all seven FDA-approved cessation medications might have resulted, in part, from a federal requirement that traditional state Medicaid programs cover these medications (8) . § § State Medicaid programs can maximize the impact of this coverage by placing cessation medications on preferred drug lists, removing barriers to access, and adding notices of coverage to public plan documents. In 2015, 69.2% of adult Medicaid enrollees nationally who smoked reported wanting to quit, and 56.3% had made a quit attempt in the past year (9) . However, only 34.5% of adult smokers on Medicaid used cessation counseling, medication, or both when trying to quit (with 8.0% using counseling and 32.2% using medication); 59.9% who had seen a health professional in the past year received advice to quit, and 5.9% succeeded in quitting (9) . Comprehensive coverage of evidence-based cessation treatments could increase quit attempts, use of cessation treatments, and quit rates (3, 5, 6) .
These findings indicate that state Medicaid coverage of tobacco cessation counseling is lagging behind coverage of cessation medications. State Medicaid programs can increase tobacco cessation among Medicaid enrollees by covering cessation counseling along with cessation medications; the combined use of these treatments is more effective in increasing quit rates than is the use of either treatment alone (3). However, requiring Medicaid enrollees to obtain counseling as a precondition for receiving medications has the potential to decrease enrollees' use of medications (10) . State Medicaid programs can further increase the number of enrollees who quit smoking by promoting covered treatments to Medicaid enrollees and their health care providers to increase use of these treatments.
The findings in this report are subject to at least three limitations. First, in cases where official documents were not publicly available or were outdated or conflicting, American Lung Association personnel consulted state government personnel for clarification; the information they provided might have been inaccurate in some cases. Second, cessation coverage can vary widely across Medicaid managed care plans, and these plans and their cessation coverage can § (2) . State Medicaid programs can maximize tobacco cessation among Medicaid enrollees, which would be expected to reduce this health and financial burden by covering all evidence-based cessation treatments, removing barriers that impede access to these treatments, promoting covered treatments to Medicaid enrollees and their health care providers to increase use of these treatments, and monitoring use of covered treatments (5-7).
